psychiatrists may not dig deeply into the patients' makeup. This is a problem: a diagnosis is just the beginning and can never substitute for a deep understanding of the person.
The book comprises 12 chapters divided into 3 sections. The first section educates about ADHD traits. The second section focuses on strategies for overcoming difficulties in such areas as executive functioning, impulse control, self-care, and interpersonal communication. The third section gives an overview of pharmacological and nonpharmacological therapies for ADHD and concludes the book. An extensive appendix offers summaries, practical aids, and a list of resources, such as books and online aids. The book's price is appropriate for its content. The authors are a clinical researcher and a clinician, both highly reputable experts in adult ADHD.
The title of this book is an acronym to describe ADHD in adults. It stands for Forgetful, Achieving below potential, Stuck in a rut, Time challenged, Motivationally challenged, Impulsive, Novelty seeking, Distractible, and Scattered. While the acronym accurately describes many attributes of ADHD, it is long and unintuitive. Moreover, its constituents map only partially onto the current diagnostic criteria. Many adults with ADHD (or suspected ADHD) find themselves confused as to what ADHD is, or to which of its categories they belong; a diagnostic description that only partially overlaps with the criteria might only increase confusion. Moreover, if taken at face value, the title of this book implies faster than average mental processing in people with ADHD. Research does not support, and in some cases contradicts, this notion. Thus the acronym and the title, while empowering, may be covertly misleading.
The book has numerous merits. While it is written in plain language and is easy to read, it does not oversimplify the material and concepts. Importantly, it is up to date with the research in the field of ADHD. One of the book's major strengths is the dimensional view of ADHD, which also reflects the current conceptual shift in psychiatry. The book views ADHD as representing one end of the continuum on a set of normally distributed cognitive, behavioural, and emotional characteristics. Even if the degree of a person's difficulties does not reach the diagnostic threshold, he or she is offered helpful strategies without the clinical label. This approach benefits the larger group of people whose difficulties are subthreshold and for whom clinical services may not be available. Another significant strength is the upfront recognition of the heterogeneity of ADHD and the assumption that different people with Fast Minds will likely face different types of challenges. Accordingly, the book encourages self-knowledge and cultivating awareness of the effects of Fast Minds on one's particular life. Importantly, it emphasizes recognition of one's personal strengths, as well as of one's challenges. Quite helpfully, it presents case vignettes for different flavours of ADHD, which can help the reader identify their own types of challenges and solutions. The actual suggested strategies are sound, practical, and at times quite creative. They could benefit most people with Fast Minds, if used.
The book claims to stand apart from other self-help material in that it presents not just strategies, but "principles that can help [the reader] to build strategies to accommodate [his or her] own Fast Minds traits." p 99 Unfortunately, the book falls short in this regard. It does not provide a cohesive framework for understanding the principles of overcoming the challenges of ADHD. For example, to the extent that executive dysfunction is one of the central problems (as the book claims), the solution would entail reducing the impact of executive function deficits, either by targeting the deficits themselves (for example, through medication or cognitive training) or by reducing demands on executive functions (for example, by outsourcing them to devices, the environment, or other people, or by developing automated routines). The book does not follow such a cohesive framework, but uses more of a piecemeal approach, giving the reader a series of more specific tactics for staying on track and focused, keeping organized, dealing with absent-mindedness, and anticipating and preventing common pitfalls. Without a cohesive framework, these tactics are more difficult to apply, adapt, and retain.
Since the seminal editorial in the Lancet by Dr Chris Freeman, who admonished his colleagues by stating "if ECT is ever legislated against or falls into disuse it will not be because it is an ineffective or dangerous treatment, it will be because psychiatrists have failed to supervise and monitor its use adequately," 1, p 1208 leading electroconvulsive therapy (ECT) practitioners in the United Kingdom have paved the way in conducting systematic surveys of practice, developing clinical practice guidelines (CPGs), and creating ECT interdisciplinary accreditation services to monitor ECT clinics. The latest iteration of the Royal College of Psychiatrists' The ECT Handbook, which updates the previous edition published in 2005, reflects guidance and recommendations encompassing the scope of ECT practice in 23 user-friendly chapters. The ECT Handbook discusses the decade-old controversy surrounding some of the Royal College Special Committee on ECT's recommendations as being divergent to those of the National Institute of Clinical Excellence (NICE), with some reconciliation in 2009 after revised NICE guidelines, 2 which illustrates the tension that can occur when governmental agencies attempt to impose restrictions on clinical practice without sufficient input from treatment providers. This tension has also been manifest in the United States in the ongoing review by the Food and Drug Administration Advisory Panel on the safety of ECT devices. 3
The ECT Handbook covers areas of practice not contained in previous British or American ECT CPGs, including ultrabrief pulse width and bifrontal ECT, biological mechanisms, comparison with other neurostimulation therapies, and a very helpful section on dental assessment and management. The chapters on the risks of cognitive impairment and training or competency to administer ECT are particularly illuminating, respectively reflecting contemporary reviews and UK residency training standards. Recommendations are clearly laid out at the end of most chapters, though the reader will sometimes need to refer to the text to gather other recommendations.
More tables would have highlighted certain points more succinctly. There are appendices that provide sample ECT information for patients and families, and a sample consent form. These pieces of information can help educate and supplement the Canadian video information that is now widely available. 4 For Canadian practitioners, many recommendations are pertinent, although there are some distinct differences that may render certain ones not as applicable to practice here. UK ECT devices can deliver almost double the maximum stimulus energy (1000 mC), compared with those in North America. North American practice tends toward ECT 3 times weekly and 2 times above seizure threshold bilateral ECT, as opposed to the twice weekly ECT and 1.5 times above seizure threshold bilateral ECT, as more conservatively recommended by The ECT Handbook. There was some discrepancy on the definition of prolonged ECT-elicited seizure in The ECT Handbook, as one chapter stated 90 seconds while another indicated 120 seconds, but they are still less than the 180 seconds, as defined in the American Psychiatric Association (APA) 5 and British Columbia ECT guidelines. 6 As well, The ECT Handbook's concept of an escort nurse, who knows the patient, knows the ECT process, and must accompany him or her to and from the session, may be ideal, yet can be practically difficult owing to limited nursing availability in some places.
The ECT Accreditation Service, 7 serving England and Wales, and the Scottish ECT Accreditation Network 8 are discussed in The ECT Handbook, and since their inceptions in 2003-2004, they have been revolutionary in the way the quality of ECT care can be improved. The process of peer support and site inspections on a 2-to 3-year basis is detailed on their websites, and results of their reviews are available. In Canada, a 2007-2008 national survey identified 175 ECT centres, and results from responding sites indicated some heterogeneity in having policies and procedures for certain areas of ECT practice, and in variably adhering to CPGs. 9 Therefore, especially in the absence of Canadian ECT CPGs (as there is only the CPA Position Paper 10 on ECT at this time), there is some rationale for the establishment of a national accreditation service similar to those in the United Kingdom that can assist in formulating standards of care and in monitoring and improving the quality of ECT delivery in Canada. The ECT Handbook, along with the anticipated update of the APA ECT practice guidelines, will be important documents to be considered at the beginning step of such a process.
